and Fenwick [3] , figure smnall subserous fibromata in their books. Fischer [4] remioved a fibro-lipoma from the anterior wall of the stomlach of a woman, aged 37. Spencer's case, like ours, was submucous, and projected into the cavity of the stomach which it nearly filled. He mrlentions the occurrence of a fibroma in the cesophagus, and points out that there are some specimens of submucous fibromata from the stomachs of fishes in the Museum of the Royal College of Surgeons. Tum-nours more frankly sarcomatous than ours, with so much fibrous tissue as to be labelled fibro-sarcomata, are rather more frequently met with.
Haen:matemesis has not been a common symptom of these gastric tumours, though fatal ha-morrhage, such as occurred in both our cases, has been recorded with myomata projecting into the cavity of the viscus D-15 by Kemke [6] , Miodowski [7] and Niemeyer [8] , and slighter degrees of haemorrhage are somewhat more common in adenomatous polypi than in nmyomata. These tumours may give rise to no symptoms; being merely accidentally discovered as a lump in the abdomen in a routine examination of the patient or first found in the post-mortem room. Naturally symptoms are more likely to be complained of with growths that project into the cavity of the organ than where the direction of growth is towards the peritoneum, and in such cases gastric discomfort or even pain, which may be of a dragging or tearing character, and vomiting have occurred. Vomiting is said to take place at irregular times and is hardly ever a prominent symptom. Where the growth is near the pylorus intermittent obstruction of the canal may be caused, and in consequence marked dilatation of the stomach [5] [9]. In one of our cases no symptoms were complained of until the onset of the fatal hmmorrhage, while in the other, although in position, size and termination almost exactly corresponding to the first, there had been for a considerable time complaint of abdominal pain. Spencer's case had had both pain and vomiting, which were probably referable to the gastric tumour. In both our cases the tumour could have been easily removed by the surgeon, while in Spencer's case a successful operation was performed. Unfortunately in each of our patients the general condition at the time of admission into the hospital precluded any surgical measures, and in neither case was a correct diagnosis arrived at until the post-mortemn examination.
The details of the cases are as follows:
Case I.-A. L., a married woman, aged 50, had been sent into the Westminster Hospital under Mr. Spencer in April, 1913, as a case of gastric ulcer. As she was too ill for operation she was transferred to the medical wards. She had been healthy up to eleven days before admission and had never suffered from indigestion. She was then attacked suddenly with collapse and several attacks of profuse hematemesis followed by melaena. On admission she was very collapsed and she was given a continuous injection of saline by the rectum. The temperature was 99.40 F., and the pulse 128 and very small. The abdomen moved well and there was no tenderness, pain, or rigidity, and no tumour could be felt. The pallor was extreme and a blood examination showed the following result: Serum to corpuscles, 6 to 1; hmenioglobin, 20 per cent.; red blood cells, 1,560,000; colour index, 0 6; white blood cells, 24,200; polymorphonuclears, 82 per cent.; mononuclears, 17 per cent. (large 2, small 15); transitionals, 1 per cent.
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Sonme nucleated red blood cells present. The patient never rallied, and died three days after admission.
Post-mortem: Body of well-nourished woman. Two inches from the pyloric ring, a little anterior to the greater curvature of the stomach, was a sessile spherical tunmour the size of a golf ball. On the summit of the convex surface was a small depression, brownish-black in colour. The intestines contained blood and all the viscera were very pallid. The tumour was encapsuled and fairly firm on section. Histologically it consisted of an admixture of fibrous tissue and unstriped muscle elements, and should be classed as a fibro-leio-myoma. Case II.-H. N., a man, aged 37, had a fall on June 22, 1911, and after that suffered with slight abdominal pain and indigestion. Seventeen days before adihission into the hospital he had severe pain in the back and then abdominal pain and dizziness. Blood was noticed in the mnotions on the following day and on the third day he vomited blood.
During the next week he became delirious. He was admitted on November 30, 1911, under Dr. Hebb, to whom we are indebted for permission to publish the case. On admission he was pale, unconscious, and did not revive after subcutaneous saline. The liver was slightly enlarged, but no abdominal tumour could be felt. He died on December 4. Blood count: December 1-Serum to corpuscles, 5 to 1 haemoglobin, 25 per cent.; red blood cells, 1,240,000; colour index, 0 6; white blood cells, 39,000; polymorphonuclears, 72 per cent.; mononuclears, 28 per cent. (small 11, medium 16, large 1); nucleated reds, a good few. December 2--Serum to corpuscles, 5 to 1; haemoglobin, 25 per cent.; red blood cells, 1,590,000; colour index, 0 8; white blood cells, 14,000; polymorphonuclears, 70 per cent.; mononuclears, 30 per cent. (small 18, medium 9, large 3); nucleated reds, numerous.
Post-mortem: Body well nourished, great pallor, conjunctivme slightly yellow, all viscera extremely pallid. On opening stomach a round tumour, size of a golf ball, was found attached by a narrow pedicle, cells of varying shapes (spheroidal, polyhedral and small multinucleated). There was evidence of considerable degeneration and in some places there were small haemorrhages. Histologically a fibro-sarcoma of small malignancy. The bone-marrow showed great activity. By G. NEWTON PITT, M.D. S. P., AGED 58, complained over a year ago that a fish bone had stuck in his throat, and although he saw a laryngologist, and a thorough examination of the tonsils and fauces was made no bone could be detected. The symptoms were not specially referred to the face, and they soon quieted down. From time to tinme there was discomfort over the right cheek and the parotid would at times be distended. Early in September, 1913, the gland became somewhat suddenly more distended and uncomfortable than usual, and he saw Sir Arbuthnot Lane, who thought the trouble was probably due to a calculus, although nothing could be felt in front of the masseter nor any hard mass anywhere, but on moving the cheek it seemed to pucker at the anterior edge of the masseter as though there was some adhesion due to inflammation. Mr. C. A. Clarke took an X-ray picture by placing a negative film between the teeth and the cheek, with the jaws open. A long, thin, curved shadow appeared running forwards and upwards, slightly concave downwards. It showed a very slight bifurcation anteriorly and was situated in the position of the duct about I in. behind the anterior edge of the masseter (fig. 1 ). Sir Arbuthnot Lane, with the patient under an anaesthetic, passed a probe up the duct, but was unable to reach the
